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LETTERS TO THE EDITOR 
Is an increase in neutrophil leukotriene- 
generating capacity a specific phenomenon for 
cardiopulmonary bypass? 
To the Editor: 
We read with interest the article titled "Neutrophil 
Leukotriene Generation Increases After Cardiopulmo- 
nary Bypass" by Gadaleta nd associates a in the October 
1994 issue of the JOURNAL. They showed an increased 
neutrophil eukotriene production during cardiopulmo- 
nary bypass (CPB) and speculated a relationship between 
neutrophil-derived leukotriene and inflammatory re- 
sponse after CPB. Using the same method (neutrophil 
separation from patients' blood, activation with calcium 
ionophore A23t87, leukotriene quatification by reversed- 
phase high-pressure liquid chromatography), we 2 re- 
ported the postoperative changes in neutrophil euko- 
triene productivity after CPB in 1988. In our study, 
increase in neutrophil leukotriene B4 production and 
decrease in leukotriene C4 production were reported. 
In 1989, we 3 developed a hypothesis that the change in 
neutrophil functions might be related to and specific for 
CPB. Perioperative neutrophils were studied in 20 pa- 
tients having cardiac operations with CPB (n = 10) and 
other major operations (n = 10). The increased leuko- 
triene B4-producing capacity and decreased leukotriene 
C4 production were similarly observed in the patients of 
both groups) Therefore we concluded that the leuko- 
triene productivity of neutrophils is altered during CPB, 
but this change is not specific for the type of operation 
with CPB: Unfortunately, Gadaleta and associates 1 did 
not have a control study group to allow the specificity for 
CPB to be discussed. 
Junichi Utoh, MD, PhD" 
Tetsuro Yamamoto, MD, PhD b 
Yoshimasa Miyauchi, AID, PhD a 
First Department of Surgery a 
Division of Molecular Pathology b 
Kumamoto University School of Medicine 
Kumamoto, Japan 
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Reply to the Editor: 
As Utoh, Yamamoto, and Miyauchi state, using tech- 
niques similar to ours, they I reported in 1988 a significant 
increase in neutrophil eukotriene B4 production. In a 
subsequent s udy published in 1989, they z reported on 20 
patients, 10 undergoing cardiac operations with cardiopul- 
monary bypass and 10 undergoing abdominal operations. 
The authors noted an increase in leukotriene B4 produc- 
tion in both groups of patients. 
As they note in their letter, we did not include a 
comparison group of patients undergoing other types of 
operations. Our study design and data analysis were 
based on the premise that each patient served as his or 
her own control. Unlike Utoh and associates, 2 we 
studied each patient before operative intervention, 
several times during the operation, and on the initial 
postoperative day. We believe this was a valid way to 
analyze the data, because patients undergoing dissimi- 
lar operations, regardless of duration of anesthesia, 
transfusion requirements, or other parameters, are not 
an appropriate control group. 
We agree that neutrophil eukotriene generation in- 
creases as a result of trauma, burns, and sepsis, and we 3 
reported this phenomenon i  1994 in 10 patients under- 
going aortic crossclamping for repair of aneurysms of the 
abdominal aorta. 
' Also in 1994 we 4 published a collective review in the 
Journal of the American College of Surgeons, which again 
documents the importance of neutrophils and neutrophil 
leukotriene generation in patients after severe trauma, 
burns, sepsis including cardiopulmonary b pass, and aor- 
tic crossclamping. 
Dominick Gadaleta, MD 
North Shore University Hospital 
Department of Surgery 
300 Community Dr. 
Manhasset, NY 10030 
John Mihran Davis, MD 
Cornell University Medical College 
1300 York Ave. 
New York, NY 10021 
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Treatment of pectus excavatum: Bioabsorbable or 
metal strut? 
To the Editor: 
We appreciate the article by Matsui and colleagues 1 
reporting their use of a bioabsorbable poly-L-lactide 
strut for chest wall reconstruction i 23 patients with 
chronic sternal dehiscence and 33 patients with pectus 
excavatum. Use of this material is an alternative to 
temporary fixation by a metal strut, which requires 
surgical removal at a variable period after implantation. 
However, 6% of the patients with pectus excavatum 
treated with poly-L-lactide needed the strut to be 
removed because of overgrowth of granulation tissue 
around the poly-L-lactide, maybe because the bioab- 
sorbable strut was not thick enough to support the 
severe chest deformity. 
Since 1958 we have treated pectus excavatum by means 
of a personal technique (Actis Dato-Panero) involving 
internal strut fixation by a self-retaining seagull wing 
prosthesis. 2 The surgical technique consists of a longitudi- 
nal and a transverse temotomy in the higher portion of the 
convex zone and in the most depressed sternal portion. 
After this osteotomy a wedge resection of the ribs is 
performed to allow easier displacement of the sternal 
fragments (Fig. 1). 
A stainless steel strut (Sorin Biomedica, Saluggia, 
Vercelli, Italy) of appropriate size, molded into a seagull 
wing, is then positioned under the sternum, allocated 
over the ribs with its lateral wings. Sternal resections 
act like a hinge mechanism allowing a good correction. 
Few steel wires are used to stabilize the sternal frag- 
ments. 
The design of this self-retaining prosthesis allows good 
support, and the prosthesis can be removed after 8 to 12 
months through a small skin incision with local anesthesia 
in a day hospital (Fig. 2). 
A recent review of the records of 315 patients operated 
on with this technique (1958 to 1991) showed a tow 
incidence of complications immediately after the opera- 
tion and at long-term follow-u p (Table I). We did not 
observe any impairment of chest wall growth when the 
strut was extracted after 12 months) 
We have some reservations about using the bioabsorb- 
able strut as an alternative to the metal strut. 
1. The use of a bioabsorbable material will always 
induce undesirable reactions, often impossible to foresee, 
because different patients have different reactions. By 
contrast, a metal strut has good biologic tolerance and 
does not induce rejection. 
2. To obtain good consolidation after a large resection 
of the sternum and the ribs for chest deformity, a stabili- 
zation period of 6 to 8 months is often desirable because 
of the tendency for regression. The bioabsorbable strut 
cannot ensure more than 3 months of stabilization, but a 
Fig. 1. Surgical technique of implantation of seagull wing 
prosthesis. The body of the prosthesis ustains the ster- 
num and the wings are positioned over the ribs. Note the 
incomplete transection of the ribs to avoid any malposi- 
tion of the fragments. 
metal strut can remain in place for 1 year with no 
problems for the patient. 
3. An external strut, .like the bioabsorbable strut pro- 
posed by Matsui and associates, requires an extensive 
9 dissection of the anatomic planes to allow implantation. 
Internal fixation by the low-profile seagull wing prosthesis 
allows a minimal anatomic dissection. 
4. Cost and availability of the poly-L-lactide bioabsorb- 
able strut are unknown. The seagull wing prosthesis can 
be crafted in house and the cost is a few dollars for each 
prosthesis. 
We congratulate Matsui and colleagues for their 
innovative technique, but we will wait for long-term 
follow-up. Chest wall deformity can recur after several 
years. 
In our experience, the seagull wing prosthesis is 
safe, economical, easy to impIant and remove, and 
comfortable for the patient, and it does not traumatize 
the chest tissues. Moreover, it gives good results and 
